EDITORIAL ARTICLES. 


THE SURGICAL TREATMENT OF PERITONITIS. 

An important monograph upon the surgical treatment of peritonitis 
by Dr. H. True, of Lyons, 1 has recently appeared. Its scope is more 
extensive than that of the memoir of Mikulicz,* already reviewed in 
these pages, 5 for it includes a study of almost every variety of peri¬ 
tonitis, collecting the many facts scattered through the current periodi¬ 
cals. 

It is written from an unusual standpoint, the author believing that in 
any case the peritonitis is the principal indication for treatment; if, in 
developing our therapeutic attack, we find the cause of the peritonitis 
still existent, we should treat that also. 

True rejects the division of purulent peritonitis into septic and 
aseptic; “purulent peritonitis is more septic or less septic, but it does 
not appear to be sometimes septic, sometimes aseptic.” Both clini¬ 
cal and experimental studies support this view, giving a graduated 
series, puerperal peritonitis and the forms due to fecal extravasation 
being the most septic of all. 

Simple peritonitis without effusion , showing pathologically only a 
congestion of the membrane, does not encourage surgical interference. 
Knowsley Thornton, 'who has operated twice in this condition without 
success, holds that the operation will be justifiable only when we can 
by it in some way diminish the peritoneal congestion.* 

The fatality of purulent peritonitis is too well known to need the 
repetition here of Kaiser’s 5 statistics. These cases were formerly 

’“Traitement chirurgicale de la p£ritonite.” These de cone, pour 1 * agr6gation, 
Paris, 1886. 

5 Volkmann’s SammL ldin. Vortrage, No. 262. 

3 Ann. Surg., May, 1S86, p. 3S6. ■ 

*Brit. Med. Jour., 1885, 1 ., 538, 

5 Deutsche Arch. klin. Med., 1876, XVII., 74. 
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treated by puncture or incision when they pointed as abscesses. Dis¬ 
satisfied with the results thus obtained, the modern surgeon prefers 
laparotomy, and eight successful cases of this operation for general 
simple peritonitis are already on record—those of Tait,' Elias, 1 $tu- 
densky, 8 Kronlein,* Bertels, 5 of St. Petersburg), Caselli, 5 Schmidt(Cen- 
tralbl. f. Chirurgie, 1S82, p. 772) and Valerani (ibid, 1886. p. 269), 
unless'the last is to be considered a local peritonitis. Against these 
are to be placed three failures—the cases of Monant Baker, 5 Samuel 
West, 8 and Wade, 8 in all of which the operation was undertaken with 
the patient in collapse and death occurred within twenty-four hours. 
As True remarks, these statistics are too incomplete and the totals too 
small to be of any value ; but a careful study of the successful cases 
shows that immediate improvement followed the operation, while the 
result could hardly have been other than fatal had the disease been 
left to its natural course. True formulates his conclusions thus: Sup¬ 
puration in the peritoneal cavity should be treated like suppuration in 
the pleural or articular cavities; the results will correspond to the 
promptness and thoroughness of the treatment -, and laparotomy is the 
best treatment, for it allows thorough evacuation of the pus, careful 
cleansing of the cavity, the destruction of adhesions (which may en- 
capsule small collections of pus) ; the removal of exudation and per¬ 
fect drainage. Laparotomy, moreover, allows thorough examination 
of the whole abdomen and may result in the discovery and removal of 
the cause of the inflammation. 

In studying puerperal peritonitis we must first exclude the hyper¬ 
acute form which terminates life in two or three days, or even in a few 
hours, for this form is merely a local manifestation of a severe general 
septic infection, and allows of no treatment. Fortunately, in most 

‘Brit. Med. Jour., 1SS3, 1 ., 304. 

-Rev. des sciences med. (Hayem) 1SS2, II., 6Sa. 

‘Cenlralhl. f. Chir., 1SS6, p. 172. 

‘Arch. f. klin. Chir., 1SS6, XXXIII., 51S. 

‘Quoted by Dupaquier, Th. de Paris, 1SS5, No. 233. 

6 Lemaine medicate, 2S avrii, 1SS6, p. 179. 

‘Lancet, 1885, II., 95a 

'Ibid. 

•Lancet, 1SS6, 1 ., 343. 
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cases of puerperal peritonitis the peritoneum becomes first affected 
and there is time to remove the dangerous material before absorption 
and general systemic infection occur. True divides the modern treat¬ 
ment of puerperal peritonitis into three varieties—prophylactic, pal¬ 
liative and curative. The first has accomplished wonders, and puer¬ 
peral peritonitis is now an uncommon disease. The palliative treat¬ 
ment, however, is of little importance; and curative, that is, surgical 
treatment, gains ground daily in the favor of the profession. He finds 
two indications for treatment—excessive tympanites and effusion into 
the peritoneal cavity. 

Depaul 1 first successfully treated tympanites by capillary punctures 
and his case entirely recovered. The experience of surgeons with this 
method has not been encouraging, for the relief has been only tempor¬ 
ary. We would add that it is also a question whether capillary punc¬ 
tures, no matter how carefully the operation is done, is so free from 
danger as True and the other advocates of the method would have us 
believe. An extraordinary case, showing the great advantages to be 
gained by relieving the tympanites in some cases, is that reported by 
Reibel, 3 of which we give a summary, as the original account is not 
easy of access: A girl, ret. 8, was attacked by general peritonitis, 
and death seemed at hand, when on the 19th day of her illness, Reibel 
performed median laparotomy, but found neither pus nor gas in the 
peritoneal cavity. The intestines were adherent and an accidental 
wound was made in the gut, from which issued fetid gas and fecal mat¬ 
ter. The wound was dressed, but not sutured. The next day im¬ 
provement was manifest, and a stool occurred. Slow recovery took 
place. As True remarks, this was a happy chance, and the case 
teaches nothing except the improvement obtained by providing for a 
permanent escape for the gas. 

In this connection the following rare case (of which we were wit¬ 
ness, and which we publish by the kind permission of the operators) is 
of great interest: July 30, 1884, Dr. T. Gaillard Thomas, assisted by 
Dr. James B. Hunter, performed laparotomy upon a woman, ret. 35, 

J Gax. hOp., Paris, 1871, p. 335. 

KJaz. mfid. de Strasburg, 18S3, p. 2—quoted by True, p. 75. 



SURGICAL TREATMENT OF PERITONITIS. 


25 


for a fibro-cyst of the uterus. The cyst was incised, the edges of the 
opening sewed to those of the abdominal wound, and a glass drainage- 
tube inserted in the cyst cavity. Careful toilet of the peritoneum was 
made, the rest of the abdominal wound closed without drainage, and 
a light antiseptic dressing applied. Dr. Hunter then took charge of 
the case. The cyst cavity was irrigated daily, and rapidly contracted. 
The temperature, 103'/° at first, fell to normal by August 7; the 
pulse remaining throughout at no to 120. Some tympanites existed 
from the beginning, but on Augut 10, after a sudden movement by 
the patient, it began to increase rapidly. Great dyspnoea and cya¬ 
nosis came on, and early on August 12 the patient lay at the point of 
death, making only four gasping respirations per minute. Dr. Hunter 
then inserted the small needle of an aspirator in the median line 
above the umbilicus and gave issue to a strong jet of odorless gas, 
which lasted for an hour, reducing the enormously distended abdomen 
to normal dimensions. Very fetid flatus was soon after passed per 
anum. The tympanites did not return, and speedy convalescence fol¬ 
lowed. It seems almost certain that the gas in this case was con¬ 
tained in the peritoneal cavity and not in the intestines. 

The second indication, the removal of the peritoneal effusion, may 
be met by simple puncture when the fluid is serous, but more energetic 
methods are needed when it is sanious or purulent. True has col¬ 
lected eight cases of the purulent form treated by puncture or small 
incision; one case of evacuation by the bistoury through Douglas’ cul- 
de-sac, and five cases of laparotomy—those of Bojie, 1 Kaltenbach,' 
Playfair, 3 Molokendoff, 1 and Sonnenburg. 5 Sonnenburg’s case can 
only be included by a little forcing, as the operation was done for a 
general peritonitis set up by a puerperal perimetritic exudation. Only 
one death occurred in all fourteen cases—Molokendoffs, and it seemed 
to be due to carbolic acid poisoning. True then relates the histories 
of two hitherto unpublished cases of laparotomy for septic puerperal 

•Schmidt’s Jnhrb., 1877, CLXXV., p. 173. 

sGynScologie operatoire, 1SS5, p. 412. 

3 Brit. Med. Jour., 18S3, 1 ., 455. 

•Rev. de sciences med. (Hayem), lSS3, II., 266. 

5 Arch. Tocologie, 1SS5, p. 381. 
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peritonitis done by Bouilly at a more acute stage in the malady than 
any yet recorded. 

The patients developed peritonitis on the second day after normal 
labors. In spite of the use of intra-uterine douches the patients grew 
worse, and laparotomy was done on the fifth and sixth days (respect¬ 
ively) after their confinement. The peritoneal cavity contained in one 
case some “yellowish, viscous” fluid, and in the other a large amount 
of sero-purulent fluid, and in both cases was irrigated witfl a weak bi¬ 
chloride of mercury solution. Death occurred in one case in fifteen 
hours after the operation, and in the other in three hours. 

Bouilly thinks that his operations were practiced too late. He holds 
that one should not wait for the formation of peritoneal effusion, or 
for high lever, but act as soon as tympanites, great iliac or pelvic pain, 
and a marked systemic reaction are observed, only bearing in mind 
that the first two symptoms are uncertain and may disappear spon¬ 
taneously. We venture to suggest that in this difficult situation an 
important indication as to our action would be furnished by the effect 
produced by the intra-uterine douche. If its effect is decidedly bene¬ 
ficial, laparotomy would be unnecessary; but if little or no improve¬ 
ment is noticed during the use of the douche for twenty-four hours, it 
would be evident that disaster was impending, and laparotomy must be 
resorted to as a forlorn hope. 

It seems to us, moreover, that this very treatment of puerperal sep¬ 
ticaemia by intra-uterine injection furnishes the strongest argument by 
analogy in favor of laparotomy and peritoneal irrigation in puerperal 
peritonitis. We are clinically familiar with the wonderful effects often 
produced by these douches, and in spite of the risk which attends 
them, they are now universally employed. Why are we not justified in 
assuming in severer cases the greater risk of applying similar treatment 
to the peritoneal cavity? We agree that it is necessary to remove 
from the uterine cavity all material which may by its presence there 
add to the septic infection already existing—whether we believe that 
material to contain infecting micro-organisms and the soil they flourish 
in, or hold some more intricate theory of septic infection. At all 
events, it has been demonstrated that the peritoneal effusion contains 
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the same micro-organisms and other constituents which are found in 
the uterine contents, and the conclusion logically follows that the peri¬ 
toneal effusion should also be removed, or at least exposed to the 
action of the chemicals used in antiseptic injections. This seems to 
us a far closer analogy than the one suggested by True—the curetting 
of the axilla in cases of septic lymphangitis originating in the finger. 

Passing to the peritonitis caused by non-traumaticperforation of the 
stomach and intestine, we find in this memoir three cases hitherto un¬ 
published : Robert—peritoneal abscess, near umbilicus, puncture and 
drainage, recovery; Reynier—symptoms of intestinal obstruction for 
five days, laparotomy, purulent peritonitis, but no obstruction found, 
death in seven hours, autopsy showed perforation of ccecum ; A. Pon- 
cet—case identical with last, except that the autopsy showed gangrene 
of the vermiform appendix without any recognizable perforation. 
Confining ourselves to the cases treated by laparotomy, we find that 
True has collected three besides the above—the case of Chapnut and 
LeFort, 1 and the two of Kronlein. 5 To these should be added the 
cases of Polaillon 3 and Mikulicz, 4 making a total of seven. In five of 
these cases the operation was done under the diagnosis of intestinal 
obstruction. In four the perforation was not found during the opera¬ 
tion. In all seven the operation was performed after a delay of from 
three to ten days, and too late to be of service, unless we hold that 
some might have been saved if the perforation had been found. But 
it is this very delay which renders the proper examination of the ab¬ 
dominal contents so difficulty. Certainly, if there is anything to be 
learned from these cases, it is the fact that intervention, to be useful, 
must be undertaken early. True counsels against laparotomy in cases 
of typhoid, dysenteric and tuberculous ulcers, on account of the feeble 
condition of the patient usually found in these maladies, but the atti¬ 
tude of Mikulicz appears to us the correct one—to operate in every 
case of pertorative peritonitis, if the patient is not already in a state of 

•ProgrSs racd., 1SS3, p. 103. 

5 Arch. f. Klio. chir., 1SS6, XXXIII., 514-522. 

3 L’Union m£d., 18S4, XXXVII., p. 14. 

4 Samml. kl. VortrOge, No. 262, p. 2313. 
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collapse, and at an earlier date than has as yet been the custom. 

In peritonitis from the rupture of abscesses into the peritoneal cavity 
True quotes the successful cases of Tait, 1 Treves, 5 and Israel,* and we 
might add to them the case of Burchard 4 (although in it the rupture 
took place just as the abscess was incised, and laparotomy was done 
at once), all showing that laparotomy and thorough cleansing of the 
peritoneum can save the patient. 

Rupture of ovarian cysts and of the foetal cyst in extra-uterine preg¬ 
nancy demand immediate laparotomy, but if delay occurs and peri¬ 
tonitis develops, it is no contraindication to the operation. 

Of peritonitis with strangulated hernia True has found two cases 
treated by herniotomy and drainage—Horsley’s, 5 local peritonitis, re¬ 
covery ; and Godlee’s,* general, death. He gives three cases treated 
by laparotomy by Ceci, 7 Israel, 8 and Oberst ;• to which we would add 
those of Desnos, 10 Fitzgerald, 11 and Hall 15 —six in all, if we admit Israel’s 
case. In all, the abdomen was opened by extending the incision for 
herniotomy. In Israel’s case the peritonitis was caused by a peri¬ 
typhlitis, strangulated hernia complicating—recovery. Desnos’ and 
Ceci’s cases had perforation of the small intestine, not discovered 
until autopsy. Oberst found perforation of the small intestine, and 
made an artificial anus—death. Fitzgerald found and sutured a per¬ 
foration—death. Hall found perioration of the vermiform appendix; 
and resected the latter—recovery. Although only Israel and Hall 
saved their patients, we may safely deduce from these cases (with 
True) the necessity for an exploration of the abdomen whenever, in 


‘Brit. Med. Jour., 1883, L, p. 303. 

: Lancet, 18S5, I., 475. 
sSemaine mcd., 1884, p. 159. 

4 N. Y. Med. Jour., 1SS5, II., 173. 

5 Med. Times, Lond., 1SS5, II., 431. 
c Med. Times, Lond., 1885, 1 ., 678. 

7 Gaz. med. di Roma, 1883, No. 17, 193. 
8 5 emaine mfidicale, 1884, 159. 
9 Centralblatt f. Chirurgie, 1885, 345. 

,0 Bul. Soc. Anat. de Paris, 1879, LIV., 571 
“Australian Med. Jour., 1S83, V., 264. 

«N. Y. Med. Jour., 1SS6, I., 662. 
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the operation of herniotomy, that cavity is found to contain purulent 
or septic fluid. This may be done by enlarging the incision upwards, 
or by median laparotomy. The case of Oberst, in which death seemed 
to be due partly to innutrition on account of the artificial anus, partly 
to the existence of many small collections of pus encysted between the 
folds of the peritoneum, emphasizes the necessity of thorough explora¬ 
tion of the abdomen, which can only be carried out by median lapa¬ 
rotomy. But if haste is necessary, as in Hall’s case, his example 
might be followed, and the adhesions broken down by the hand intro¬ 
duced upwards through the incision in the iliac region. 

It is fortunate that the results of laparotomy for intestinal obstruc¬ 
tion are so satisfactory, considering the impossibility of distinguishing 
it from perforation of the intestine, for one can operate at once with 
the knowledge that the treatment is suitable to either condition, and is, 
moreover, curative for a peritonitis dependent upon intestinal obstruc¬ 
tion. Even septic peritonitis is not a contraindication. In lapa¬ 
rotomy for intestinal obstruction, a careful toilet of the peritoneum is 
necessary, but drainage may usually be dispensed with. 

In perityphlitis True favors early operation (as soon as pus can be 
detected), but not so early as is urged by Bull, 1 Fitz,= and others. The 
modern tendency seems to be in the direction of explorative opera¬ 
tion—even laparotomy, without waiting to discover pus. The inroads 
of Tait’s operation upon the old theories of pelvic peritonitis have 
thrown the pathology of that affection into such an uncertain state as 
to make it impossible to reach any satisfactory conclusions at present, 
and omitting True’s views upon it. we will give his deductions from a 
study of localized peritonitis in general. They are briefly these: (i). 
Serous or hemorrhagic cysts require treatment only when they are of 
large size or when their contents become purulent, (a). Purulent 
encysted peritonitis demands prompt evacuation of the pus, the smaller 
cysts adherent to accessible parts of the abdominal wall being treated 
by simple incision ; those not so placed, the large collections and all 


'N. V. Med. Record, 1SS6, 1 ., 265 (and dissension, 2S5). 
’Am. Jour. Med. Sciences, 1SS6, II., 321. 
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cases in which the diagnosis is uncertain being treated by laparotomy. 
(5). Tendency to external spontaneous opening should hasten the 
operation ; but if discharge takes place into any of the hollow organs, 
the surgeon may wait, holding himself ready to operate at once in case 
of retention of pus, functional disturbance of any kind, or deteriora¬ 
tion of the general condition of the patient. This last conclusion ad¬ 
mits of some criticism, for in most cases of such internal opening, the 
danger of septic infection is so great that one would not be disposed 
to blame the surgeon who should make an external incision at once. 

In peritonitis after surgical operations upon the abdomen, the ad¬ 
mitted treatment is to at once supply free issue to septic or purulent 
collections by drainage and irrigation, thus removing all danger of gen¬ 
eral infection. But Terillon 1 has shown (and we might in this connec¬ 
tion also refer to Engelmann’s paper on “Insidious Septicaemia”) 5 that 
this peritonitis often develops with obscure symptoms—vomiting, 
pain and even anxiety being frequently absent; tympanites is the most 
constant symptom. This obscure form of peritonitis, however, a form 
without any effusion into the cavity, does not yield to any treatment, 
and its recognition is as yet of no practical importance, for the sur¬ 
geon is powerless against it. 

True’s study of traumatic peritonitis caused by wound or rupture of 
stomach or intestine is not very satisfactory. His list of cases is far 
from complete, and he (and Mikulicz also) does not at all consider the 
question of explorative laparotomy. He says of these cases: “When, 
in the absence of an external wound, the diagnosis is uncertain, medi¬ 
cal treatment is alone suitable,” admitting surgical intervention only 
when the doubt has been removed by the development of peritonitis. 
In many cases of simple contusion of the abdomen without visceral 
injury, the symptoms are as severe at first as in the cases with rupture 
of the stomach or intestines, and the diagnosis is impossible until peri¬ 
tonitis develops. Even the loss or persistence of dulness on percus¬ 
sion over the liver is not a thoroughly reliable sign. In penetrating 
gun-shot and pistol-shot wounds of the abdomen the successful cases 

l BulL thSrap., 18S3, CIV., p. 175. 

rTrans. Am. Gynecol. Soc., 1S84, p. 259. 
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already on record show that the surgeon is justified in performing lapa¬ 
rotomy before peritonitis sets in, for he may be confident that he will 
find a wound of the stomach or intestines in almost every case. The 
only contra-indication would be the probable existence of a wound of 
the liver with severe hemorrhage. 

It is true that the successful cases of Bouilly 1 and Mikulicz 5 (as well 
as the non-traumatic cases of Kronlein, Hall and others, already 
given), prove that peritonitis with fecal extravasation may be success¬ 
fully treated by laparotomy. But this is so much the exception that it 
seems to us to be one of the tasks of modern surgery to give explora¬ 
tive laparotomy a trial in certain cases of contusion of the abdomen, 
in order to gain for these cases also the advantages found in perform¬ 
ing laparotomy for gun-shot wounds of the abdomen before peritonitis 
has developed. 

Dennis, 5 indeed, would apply the principle of exploring the abdo¬ 
men to every injury in which it was piobable that intestine or stomach 
had been wounded. He performed explorative laparotomy in one 
case of penetrating stab-wound of the abdomen, without finding any 
injury of the viscera, and his patient made an excellent recovery, thus 
giving the theory the support of one case to show that the operation 
does not necessarily endanger life. 

True is an earnest advocate of explorative laparotomy, however, 
in cases of purulent peritonitis, and we may fittingly close with his 
own words: “ The opening of the abdomen has lost much of its 
gravity, and we believe that we have demonstrated that certain forms 
of peritonitis can be cured by opportune and methodical surgical 
treatment; that is enough to condemn systematic refusal to operate. 
* * * Instead of continuing to be a contra-indication, it (peritoni¬ 
tis) should become a positive indication. Death, in the cases of 
which we speak, is certain. We have seen that the operation may 
save the patient. Why hesitate to give the latter some chance of re¬ 
covery?” B. Farquhar Curtis. 

1 
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